Introduction
As a result of the recent Government white paper' there has been a radical change in the management role of the hospital consultant. Consultants are now held responsible for the correct medical coding of diagnoses and operations and for auditing the performance of their clinical practice. These responsibilities have been imposed against a background of progressive secretarial and clinical cuts which have eroded the administrative mechanism for producing such data.
In 1988, Duncan et al.2 clearly showed the problems of missing patients files and data and their impact on outpatient services in our hospital. Although storage and retrieval of hospital notes poses a vast problem for the National Health Service,3 we were concerned about the content, quality and appropriateness of hospital notes for medical audit. This stimulated us to evaluate the notes in the surgical departments of our hospital.
Method
The study was notes, to mark whether each criterion was present or absent and whether it was filed or loose in the notes (that is, unfiled). Criterion 12 was included to allow the consultants to evaluate other data which might be missing but would only be apparent to specialists in their own fields. The condition of medical notes was examined to see whether all the reports were in the correct section of the notes and that all this information was properly bound with the plastic binder. Although this criterion was not directly related to the contents of the notes it would explain why some information was not present (Criterion 11 - Table I ).
Results
The specialty breakdown of patients records were 20 urology, 10 ear, nose and throat, 20 orthopaedic and 54 general surgery. The results were divided into four phases: preoperative, operative, investigative and postoperative. These are tabulated in Table I . In each of the 12 categories, if a result was absent from the notes which should have been present then that information was regarded as appropriately missing. Missing records are a great problem in hospitals5 but this study was more concerned with the contents of the patients' notes, and in particular the availability of results and procedure records to the doctor managing that patient.
Although the study could be criticized for allowing the consultants to evaluate their own notes, it was felt that they would be able to evaluate their own notes far more accurately than a consultant from a different specialty and the results support this decision. Thirty-two per cent of referral letters from general practitioners were not in the notes and 46% of X-ray reports were missing from the records.
It was alarming that 37% of postoperative notes on our surgical wards were lost or never actually existed and the histopathology report was missing, in 40% of cases which may have medico-legal implications.
An audit of the quality of medical records in a district general medical unit6 also found many deficiencies in the hospital notes. In one hospital only 44% had correct filing of the discharge summaries and correspondence. They also found that only on 24% of the occasions when diagnostic radiology had been performed was a report present in the case notes and even some of these had been filed in the wrong areas of the notes.
There were two possible explanations for the missing data. Either data have been lost or they were never entered in the first place. Reference to missing operation and anaesthetic records suggest the former as patients are not allowed to pass through the theatre recovery room without this information attached to the notes. Mackay7 has discussed the anaesthetic record and concluded that medico-legal protection is better guaranteed if a detailed anaesthetic record is available. In the present study 9% of the anaesthetic records were missing completely. It is not difficult to imagine these vital pieces falling out of the hospital notes in transit as 51% of the hospital notes were unbound.
Reference to the data on discharge summaries to general practitioners shows that 26% are missing. This corresponds with the frequent complaints received from general practitioners that they do not receive this information. It is again unclear if these letters were lost or never actually completed.
The format of hospital notes may not be conducive to easy filing as the notes have to be dismantled to add or remove a single sheet of paper. Hutchison8 describes the poor state of the structure of the case record and how debulking the notes, compartmentalizing and using the gazebo mediclip in the folder may improve storage access and use of hospital notes. The gazebo mediclip allows documents to be inserted and removed without dismantling the whole set of notes. The most important feature of hospital notes is the ease of access to the information they contain. This information must be compartmentalized and securely fastened in the notes or it will be lost.
Medical audit is laudable and indeed initiated this study. Well-completed, readily accessible medical records are the foundation of medical audit.9 This is not a problem confined to our hospital or even just surgical units. Foubister'°c arried out a prospective and retrospective study on femoral neck fractures. The data from the retrospective study were collected from theatre records and medical notes and were shown to be unreliable for clinical reviews. We suggest hospitals who have not reviewed their hospital notes do so with some urgency.
